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Dear Applicant:


Thank you for your interest in becoming a Provider with the Student Treatment Referral Program.  Please complete the enclosed application and Provider Data Sheet and submit them to:

Lois Ostrow 

150 Providence Rd. Ste 201

Chapel Hill, NC 27514

After receipt of your application, you will receive a response indicating the following: 

1. acceptance as a provider on the Program’s roster, or

2. a request for additional information, or

3. a denial of application with explanation 

If you have any additional questions please do not hesitate to contact the Chair or any STRP Committee members.  






Sincerely,






Lois Ostrow 






Committee Chair

STUDENT TREATMENT AND REFERRAL PROGRAM

LEGAL INDEMNITY AGREEMENT

I agree to indemnify and save harmless the North Carolina Society for Clinical Social Work and the Student Treatment Referral Program, and any of the Referral Service Committee members against any and all loss, damage or costs, including reasonable attorneys’ fees, which the North Carolina Society for Clinical Social Work, the Student Treatment Referral Program and any of the Referral Service Committee members may hereafter incur or be put to by reason of any client referrals to the service members and/or any treatment of any clients so referred.

____________________________________
________________________


Signature





Date  

PROVIDER DATA SHEET

DATE__________________

N.C. LICENSE #_______________________________

NAME________________________________________ DEGREES_____________________

OFFICE ADDRESS____________________________________________________________

___________________________E-MAIL ADDRESS_________________________________

PHONE NUMBER_____________________OFFICE DAYS/HOURS____________________

INSURANCE PLANS FOR WHICH YOU ARE A PARTICIPATING PROVIDER_________

____________________________________________________________________________
DESCRIBE YOUR THERAPEUTIC ORIENTATION________________________________

____________________________________________________________________________

WE ARE FREQUENTLY ASKED FOR REFERRALS TO CLINICIANS WHO ARE COMFORTABLE TREATING THE FOLLOWING AREAS.  PLEASE CHECK ANY THAT APPLY TO YOUR PRACTICE:

SEXUAL TRAUMA____



SUBSTANCE ABUSE____

EATING DISORDERS____



CHRONIC PAIN____

COUPLES THERAPY____

PLEASE ANSWER THE FOLLOWING QUESTIONS:

IS THERE ANY REASON TO BELIEVE YOUR PHYSICAL OR MENTAL HEALTH COULD BE REASONABLY LIKELY TO AFFECT YOUR OBLIGATIONS TO CLIENT CARE? _________IF YES, EXPLAIN _____________________________________________

   ____________________________________________________________________________

HAVE YOU EVER HAD MALPRACTICE CHARGES BROUGH AGAINST YOU? _______

IF YES, EXPLAIN: ____________________________________________________________

HAVE YOU HAD ANY ADVERSE FINDINGS AGAINST YOU OR HAD YOUR LICENSE REVOKED? __________ IF YES, EXPLAIN:_______________________________________

   ____________________________________________________________________________

I DECLARE THE ABOVE ANSWERS ARE TRUTHFUL AND THAT ANY REQUIRED EXPLANATIONS ARE FULL AND EXPLICIT.  I AGREE TO INFORM THE STUDENT TREAMENT REFERRAL CHAIRPERSON SHOULD ANY OF THE ABOVE CHANGE.  


_________________________________
__________________________



SIGNATURE




DATE

CONTRACT APPLICATION/AGREEMENT FOR CLINICAL PROVIDERS TO THE STUDENT TREATMENT REFERRAL PROGRAM FOR SOCIAL WORK STUDENTS

I hereby request that my name be placed on the roster of clinical providers for the Student Treatment Referral Program of the North Carolina Society for Clinical Social Work for an indefinite period beginning ___________ 20_____ and until I or the STRP chooses to terminate this agreement.  I am currently a member in good standing of NCSCSW, and I understand that I must be a member in good standing of NCSCSW in order to participate in the Student Treatment Referral Program.  

In accordance with the mission of the STRP, I am willing to treat social work students on a need based sliding scale and to continue to offer treatment at appropriate fees (reduced if necessary) after the student has graduated.

________________________
_____________

Signature


      Date

I meet the following eligibility requirements: 

· I am currently registered as a Licensed Clinical Social Worker (LCSW) with the North Carolina Certification Board for Social Work.

· I have a minimum of five years post LCSW experience doing long-term individual and/or couples work. 

· I have been a member of NCSCSW for at least one year in the category of Full Member or Retired Member.

· I carry professional liability insurance not under $1,000,000/3,000,000 aggregate.

· I agree to maintain my professional liability insurance coverage, in the required amount, in full force and effect at all times while I am participating in the Student Treatment Referral Program.

· I have medical/psychopharmacological consultation services available.

· I have 24-hour telephone coverage.  (Home phone, answering machine or answering services is acceptable.)

· I agree to adhere to the Code of Ethics of the North Carolina Society for Clinical Social Work.  

I declare that all the information and representation that I have made in connection with this application are true, accurate and complete.  I have read and understood the Code of Ethics, Adjudication Procedures and Standards of Practice of the North Carolina Society for Clinical Social Work and the requirements of the Student Treatment Referral Program and agree to abide by them.  

_________________________

____________

Signature



     Date

